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XVIII. Outpatient Surgical Centers

The Department shall utilize the 1996 Medicare ambulatory surgical center
group rates for the federal Cincinnati, Ohio-Kentucky region to reimburse
for an outpatient surgical center service. Following is a chart which states
the reimbursement rate for each corresponding surgical group:

ASC Group Reimbursement Rate
Group 1 $307.38
Group 2 $412.79
Group 3 $471.90
Group 4 $582.25
Group 5 $664.02
Group 6 $775.59
Group 7 $921.15
Group 8 $911.55

Procedures that are not included in one (1) of the eight (8) Medicare
surgical groups, reimbursement shall be on the basis of forty-five (45)
percent of the center’s usual and customary charge for the procedure
performed. Payment rates shall not exceed the provider’s usual and
customary charge to the general public. Hospital based outpatient
surgical centers shall be reimbursed in the same manner as hospital
outpatient services.
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